has an inappropriate axis of movement and will not roll into plantarfiexion and dorsiflexion at each step. Instead the subtalar joint assumes the role of the ankle and rolls from neutral in the swing phase to valgus in the stance phase. This produces gross subtalar valgus deformity which will recur after operation unless the tibial torsion also is corrected.
OPERATION
This combines, in one stage and with minor but important modifications, a supramalleolar wedge osteotomy of the tibia similar to that described by Judet and Judet (1971) and by Sharrard and Webb (1974) with the triple arthrodesis by inlay grafting described by Williams and Menelaus (1977) . The rotational deformity of the tibia and the valgus deformity of the ankle are corrected by supramalleolar osteotomy, which must be as close to the growth plate as possible.
An anterior midline incision is used (Fig. 4a) ; through this the fibula also may be divided if this is necessary to allow closure of the wedge or correction of the rotation (Fig. 4b) . Once corrected the position is held with one or two staples (Fig. 4c) .
The lateral inlay triple arthrodesis is performed through a straight anterolateral incision on the dorsum of the foot (Fig. 4e) triple arthrodesis or an extra-articular subtalar arthrodesis. Of those undergoing a one-stage procedure, nine children with an average age of l0 years (range 8 to l4 ), had an inlay arthrodesis (14 feet) and one child aged seven years had a Grice arthrodesis (one foot). Of those children undergoing a two-stage procedure, three aged 1 1 years had an inlay arthrodesis (three feet) and two aged four years had a Grice arthrodesis (two feet); both types of procedure were followed by a tibial osteotomy two to six years later. A valgus deformity of the ankle up to 30 degrees and a lateral rotation deformity up to 45 degrees were corrected at the site of the supramalleolar osteotomy. 
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